Extending the Limb of Orthopaedic Healthcare
In this Orthopaedic issue of Proceedings of Singapore Healthcare, several original research articles highlight the importance of ensuring good clinical outcomes, regardless of technical differentiation, cost or presence of surgical complications. Siddiqui et al 1 showed that a combination of computer-aided surgery and conventional instrumentation led to cost savings in total knee replacement procedures. In the treatment of anterior cruciate ligament injury, Puah et al 2 demonstrated the equivalent efficacy of two novel techniques with favourable clinical results. Three other studies dealing with complications after knee surgery are equally relevant. In the first, Yew et al 3 highlighted the importance of monitoring quality of life in patients with various degrees of fixed flexion deformity after total knee arthroplasty. In the second, Zhou et al 4 found no significant differences in quality of life measurements regardless of developing postoperative deep vein thrombosis, challenging the view that this much-feared early complication of joint replacement leads to poorer patient outcomes. Finally, Woo et al 5 reported variable outcomes of patients developing periprosthetic fractures following unicompartmental knee arthroplasty, showing that proper management of this uncommon complication results in minimal impact on a patient's eventual functional performance. The final set of papers 6, 7, 8 dealt with diagnostic difficulties encountered in patients with tumours of the musculoskeletal system. An overarching theme is apparent in this discourse of clinical experience: the unending need for improving healthcare delivery, and a continuing focus on patient outcomes rather than technical considerations alone.
This constant need for quality healthcare has evolved in a manner where the hospital takes centre stage. Henceforth, the term hospitalist, first used by Americans Robert Wachter and Lee Goldman in 1996 9 , refers to physicians dedicated to overall care for acutely ill hospitalised patients, fulfilling what generally felt is lacking for subspecialty doctors in the United States (US). As hospitalists are primarily based in the wards and are free from clinic duties, they can devote more time and render expertise in ensuring good inpatient care. They, in effect, become the attending hospital-based specialist to the patient. Despite being a relatively new healthcare movement, the presence of hospitalist programmes has been shown to reduce length of stay, without affecting mortality or healthcare costs 10 .
To this end, Orthopaedic specialists have pragmatically embraced this initiative, recognising that hospitalist co-management of high-risk surgical patients can lead to highly efficient delivery of quality care 11 . In the acute emergency setting, this has given birth to the surgical hospitalist, who stabilises the admitted patient before handing him over to the operating theatre for the subspecialists to continue their work. The growth of hospitalists has been exponential to the extent that subspecialists feel that some of their professional work has been encroached 12 .
The plot thickens: enter the physician extender. This refers to a non-physician healthcare worker who performs medical activities normally delivered by a physician. Typically, they are nurse practitioners, specifically trained physician assistants, physical therapists, and, of late, even athletic trainers in the US 13 . Physician extenders can gradually embark on a job scope previously occupied by doctors, theoretically freeing up time for the latter to perform teaching, research and administrative duties.
How can these developments be applied sensibly to the local setting?
Proceedings of Singapore Healthcare  Volume 22  Number 4  2013 On a higher platform, primary care or emergency physicians can also choose between a hospitalist or subspecialist referral, depending on their responsiveness, expertise, quality of care and collegiality. In the Orthopaedic theatre, physician extenders may play a useful role as a surgical assistant, working directly under the subspecialist surgeon. It is also known that some centres deploy physician extenders to fill up extra work hours deemed excessive in the job scope of a resident in training. Hospital-based systems also allow them to specialise in the subspecialty of their choice at a later point in their careers. The net result is a general move upward in the value chain at all levels of healthcare delivery, and at the same time, keeping a keen eye on costs and duplication of roles. Obviously, whether these novel initiatives result in significant improvements in healthcare quality remains to be seen, but the general underlying standpoint is certainly not without merit (Fig. 1) .
In a small way, the formalised training and deployment of Orthopaedic resident nurses has begun in our hospital. These early initiatives will gradually create new roles in caring for hospitalised patients, but it is important to realise that physician extenders should primarily enhance patient care as a professional extension of the physician's expertise, and not be a substitute for the physician 14 . Ultimately, success is contingent upon striking a balance in an environment whereby healthcare manpower resources are scarce, and costs are ever on an increasing trend. Proceedings In Model 1, referral is made directly to the hospitalist as attending doctor. In Model 2, direct referral is made to the subspecialist. In Model 3, the referring physician can choose between the hospitalist or subspecialist to refer to as attending doctor. Arrows denote referral of patient. Lines denote patient co-management.
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